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Section I: Abstract
Problem: There has been a national crisis of immobility in hospitalized patients. Of the 1 in 3
hospitalized patients who develop a new onset of physical disability, 50% of them will not return
to normal function (Holroyd-Leduc et al., 2019). The impact of immobility could result in
increased hospital costs, longer lengths of stay, higher events related to hospital-acquired
pneumonia (HAP), falls, and readmission rates (Growdon et al., 2017; Larsen et al., 2019).
Context: Microsystem assessment was conducted to identify a quality performance gap. When
compared to the regional Average Maximum Mobility (AMM) benchmark score, the patients’
mobility scores indicated that they are not ambulating adequately. Based on this data, quality
improvement initiatives are needed to optimize patient mobility and improve organizational
outcomes.
Intervention: The QI project “Mobility Matters: Improving Average Maximum Mobility
(AMM) Scores in a Medical-Surgical Telemetry Unit” was developed and implemented to
improve the AMM score. Three core and evidence-based interventions were utilized in the
project to incorporate mobility culture in clinical practices and increase patients’ ambulation.
Measures: The quantitative data displayed in the run chart to evaluate mobility interventions
were obtained and assessed to measure whether changes occurred. The outcome, process, and
balancing measures are identified on the Project Charter objective feedback form. The Average
Maximum Mobility (AMM) score was selected as an outcome measure. The process measures
evaluated the percentage of team members who received 1:1 educational intervention. The
balancing measure represents the number of patients who fell during hospitalization.
Results: Over a two month period, the AMM score increased from 3.8 to 4.3. Thirty-five in 55
team members (64%) received 1:1 staff education during PDSA cycles. The number of patient
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falls improved from 2 falls in September to 0 falls in October. The QI project positively
increased the AMM score toward expected targets.
Conclusions: The project aimed to achieve regional benchmarks mobility scores resulting in
improved patient mobility. Several barriers were identified to inform continuous quality
improvement. The positive impact of evidence-based mobility interventions fostered a culture of
quality, safety, and accountability (Bender et al., 2019). Furthermore, these interventions created
high-quality patient care and improved organizational outcomes, including decreased falls and
increased AMM score.
Section II: Introduction
Hospitalized patients are at risk for developing serious and costly health outcomes due to
immobility. Although studies have compelling evidence to support the benefits of early mobility,
ambulating hospitalized patients is a commonly dismissed nursing care activity (Teodoro, 2016).
If hospitalized patients spend most of their time in bed, this can lead to serious health
complications, such as hospital-acquired pneumonia (HAP), deep vein thrombosis (DVT),
reduced muscle loss, reduced physical function, and delirium (Agency for Healthcare Research
and Quality [AHRQ], 2017a). Hospitals and healthcare payer organizations have prioritized
reducing immobility-related complications to benefit patients’ physical and mental well-being.
The Centers for Medicare & Medicaid Services (CMS, 2020) governs the HospitalAcquired Condition Reduction Program (HACRP) to link patient care quality to Medicare
payments for provider and hospital incentives. The HACRP is a CMS pay-for-performance
incentive initiative based on patient safety and hospital-acquired conditions (HACs) measures.
For example, a patient develops HAP after admission to a facility. In that case, the hospital is
subject to a 2% payment reduction because it is considered a preventable event (CMS, 2020). In
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2015, the Centers for Disease Control and Prevention (CDC) estimated that every year, 687,000
patients experience healthcare-associated infections (HAIs), which can be associated with the
medical equipment used in procedures, such as catheters or ventilators. Nearly 72,000 of them
died during their hospitalizations, which resulted in up to $4.5 billion in additional healthcare
costs annually (CDC, 2018). In addition, prolonged immobility may contribute to muscle
wasting and weaken the immune system that can develop into HAP, affecting 1% of hospitalized
patients. The estimated additional costs of treating avoidable HAP at $40,000 per patient also
increases the length of hospital stay (AHRQ, 2017a). As a result of the financial penalties for
low-performing facilities, many hospitals have implemented quality improvement (QI) initiatives
to avoid financial loss. This paper will describe a QI project to improve both patient and
organizational outcomes relative to early mobility.
Setting
Microsystem Assessment
The microsystem is a 24-bed medical-surgical telemetry unit in a community hospital in
northern California that provides care for patients with a wide range of diagnoses, including
postop surgical and cardiac telemetry monitoring. The top three admitting diagnoses are
pneumonia, urinary tract infection, and diabetes. The patient population comprises a diverse
geriatric mix, predominantly female aged 65 and over, who are primarily admitted from the
emergency department, followed by transfers from other units or network hospitals. The patient
turnover rate is high, with an average length of stay (LOS) metric of 3.5 days, associated with an
average cost per day of $2,600 (Kaiser Family Foundation, 2021). The team dynamic is unique
and positive due to the interdisciplinary nature of the group. Collectively, each team member is
valued for their unique skills and experiences to create an efficient team. The interprofessional
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staff is composed of doctors, managers, patient care technicians, patient care coordinators,
registered nurses, social workers, a clinical nurse leader (CNL), and unit assistants. A detailed
summary of the microsystem unit profile is displayed in Appendix A.
Problem Description
Improvement projects require baseline and comparative metrics and, in this case, begin
with identifying a quality gap related to patient mobility. An initial microsystem assessment was
conducted in March 2021, which revealed suboptimal data patterns related to the average
maximum mobility (AMM) score, one of the performance mobility indicators measured over
time and displayed in a run chart (see Appendix B and Appendix C). The organization’s AMM is
defined as the average of up to two maximum mobility bouts or continuous physical movement,
performed and documented. The current microsystem’s performance indicators were reviewed
and compared to this standard benchmark. The analysis indicated that patients are not ambulating
adequately to meet the regional AMM benchmark score of 4.8 bouts. The scores consist of and
measure patient activities, ranging from resting in bed to ambulating over 200 feet (using a scale
of 0 to 7; see Appendix D). The AMM reports over 12 consecutive months (May 2020 – May
2021) and illustrates data below the target benchmark, except for one month (June 2020; see
Appendix B). There are several established algorithms of patient mobility scores, but none are
recognized as national benchmarks. The scores represent measurable numbers to quantify patient
mobility, but the purpose is to accelerate patient recovery and reduce potential complications
associated with immobility. This microsystem aims to achieve or surpass the set benchmark
bouts on mobility.
This organization and unit team believe the famous Benjamin Franklin quote, “An ounce
of prevention is worth a pound of cure” (National Inspection Testing and Certification
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Corporation, 2013). Early mobility programs serve as preventive measures to align with the
organizational mission to provide high-quality care management services and to improve both
health and financial outcomes. Larsen et al. (2019) believe it is imperative to promote a culture
of readiness for change and improvement to increase early mobility as part of daily clinical
routines guided by the latest evidence-based mobility best practices. The positive impact of early
mobility interventions will optimize both patient and organizational outcomes. However, it is not
limited to simply a speedy recovery; other benefits include, reducing the risk of developing
DVT, improving circulation, enhancing patient strength and endurance, respiratory status,
gastrointestinal motility, and a patient’s sense of well-being (Holroyd-Leduc et al., 2019; Larsen
et al., 2019). The microsystem and organization will benefit from decreased hospital costs,
shorter LOS, fewer events related to HAP and falls, and lower readmission rates (AHRQ,
2017b). Over the next 4 months, a CNL led team will be formed to test different interventions to
improve mobility in the acute care medical-surgical telemetry microsystem
Available Knowledge
A PICOT (patient population, intervention of interest, comparison intervention, outcome,
timeframe) question is used in evidence-based practice to query the literature and define the
scope of a problem and/or identify best practice (Melnyk & Fineout-Overholt, 2018). The
PICOT question that stimulated this project literature search is as follows: In patients admitted to
the medical-surgical telemetry unit (P), how does implementing early mobility interventions (I),
compared to bed rest (C), increase the average maximum mobility scores and reduce hospitalacquired conditions (O) in 4 months (T)?
A thorough electronic literature review was conducted between March and June 2021,
searching published articles from different databases: APA PsycInfo, Cochrane Database of
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Systematic Reviews, Cumulative Index to Nursing and Allied Health Literature (CINAHL),
Joanna Briggs Institute EBP Database, Google Scholar, and PubMed. The relevant studies with
strong evidence were retrieved using a combination of search terms: ambulation program,
mobility program, postoperative ambulation programs, mobilization program, early mobility,
early ambulation, physical mobility, quality improvement, medical-surgical, telemetry,
documentation, length of stay, readmission, prolonged bedrest, and pressure injury. The
advanced search function was utilized to limit to systemic reviews, peer-reviewed, randomized
controlled trials (RCTs), and QI initiatives, with publication dates between 2016 and 2021.
Additionally, several published studies were included as references from nationally recognized
agencies. The evaluation of the selected articles and evidence used the John Hopkins Nursing
Evidence-Based Practice evidence appraisal tool (Melnyk & Fineout-Overholt, 2018). A
summary of the evaluation table is presented in Appendix E.
Synthesis
There has been a national crisis of immobility in hospitalized patients. Patients are not
encouraged to get out of bed, and staff have not prioritized mobility as an intervention (Claytor,
2020). According to Growdon et al. (2017), lack of physical activity could increase the risk of
complications associated with immobility. Holroyd-Leduc et al. (2019) found that 33% of
hospitalized patients aged 65 and older develop a new onset of physical disability, and 50% of
them will not return to prior level of function during their stay. Several studies reported
convincing supporting data that well-structured mobility interventions have been found to
improve functional ability, lessen institutionalization, reduce falls, shorten LOS, increase
discharges to home, and reduce organizational cost (Growdon et al., 2017; Holroyd-Leduc et al.,
2019; Larsen et al., 2019; Liu et al., 2017). Another key finding in the literature emphasized that
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the interdisciplinary healthcare provider team, including the patient, must activate early and
consistent physical movement to all patients to improve functional ability and well-being (Brown
et al., 2016).
Rationale and Change Models
Change Model and Conceptual Framework
The ACE Star Model of Knowledge Transformation is the chosen conceptual framework
for this QI project (see Appendix F). The model has five stages: discovery, evidence summary,
translation into guidelines, integration into practice, and evaluation of process and outcome
(Correa-de-Araujo, 2016). The model is a comprehensive and practical approach to ensure the
project is adapted and tailored to microsystem needs. In addition, the Hospital Elder Life
Program (HELP, 2021), an organization that establishes effective and innovative interventions,
focuses on prevention for both delirium and functional decline among older hospitalized patients.
The program provides a conceptual framework, roadmap, and strategies to implement an early
mobility program (HELP, 2021; see Appendix G).
Change Model to Test Changes
To implement small tests of change over 4 months, incorporating the Institute for
Healthcare Improvement (IHI, 2021) Model for Improvement and other quality tools from the
IHI Quality Essential Toolkit will be utilized, including Ishikawa (fishbone) diagram, PDSA
worksheet cycle, and run chart.
Fishbone Chart
The cause-and-effect analysis, or fishbone, was named after Kauru Ishikawa, a pioneer in
the quality movement in the 1960s. This Ishikawa (fishbone) diagram guides a team-based
approach in brainstorming to explore and identify possible contributing variables and categories
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related to deconstructing a problem. It serves as a visual map to the problem’s root causes, which
leads that team to prioritize and follow up with small tests of changes known as PDSA cycles
(IHI, 2021).
PDSA Test of Change
The PDSA worksheet cycle is ideal and straightforward to assess whether interventions
lead to improvement and, if not, revising as necessary to ensure efficacy. This tool allows CNLs
to test and develop a new intervention with minimal interruption and learn as quickly as possible
to attain the desired improvement (IHI, 2021).
Run Chart for Measuring Data Over Time
The run chart provides a line graph of data plotted over time that helps to facilitate how
well each PDSA cycle intervention performs. In this project, data will be collected and analyzed
on a monthly basis. The feedback from data provides how well mobility interventions improve
mobility scores and unit-based tracking of metrics that matter, in this case, a pattern and quality
gap addressed in this QI project (IHI, 2021).
Specific Aim
This project aims to increase hospitalized patients’ AMM score set, as determined by
regional metrics, from a baseline of 4.0 to 5.0 in a medical-surgical telemetry unit by October 15,
2021.
Section III. Methods
Context
The microsystem assessment was conducted using Dartmouth microsystem assessment to
determine what quality gap needs to be prioritized for project improvement (IHI, 2021). The
analysis of unit profile information revealed a suboptimal performance in patient mobility, when
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compared to regional AMM scores. Immobility leads to decreased muscle strength and risk
factors for delirium, falls, and venous thromboembolism (HELP, 2021). Developing mobility
interventions based on evidence and best practices improves AMM scores and benefits both
patient and organization.
The microsystem is a 24-bed medical-surgical telemetry unit committed to providing
compassionate and excellent care to patients with a wide range of medical and nursing care. The
unit nurse-to-patient ratio is 1:4, based on the patient’s acuity. The patient turnover rate is high,
with an average LOS metric of 3.5 days. The interdisciplinary team members are composed of
proficient and qualified healthcare professionals. The team dynamic is unique due to the
interdisciplinary nature of the group. Collectively, each team member is considered for their
abilities and expertise. The communication style between staff is formal and courteous. The
nurse leaders regularly review and discuss census, staffing, and issues during team huddles.
Monthly all-staff meetings are held to inform staff about safety, QI, and unit performance. The
current practice on patient mobility reveals suboptimal performance, based on the recent
microsystem’s AMM score below the desired goal. A detailed summary of the microsystem unit
profile is displayed in Appendix A.
SWOT Analysis
The SWOT (strength, weakness, opportunities, and threats) analysis was completed to
develop strategic planning and to offer insight to achieve organization goals on patient mobility
(see Appendix H). The use of this tool helps to develop an in-depth understanding of
microsystem strengths and weaknesses, exploit most relevant opportunities, and manage
potential threats that may otherwise affect the outcomes of project improvement.
Project Cost
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The return on investment (ROI) is a critical component to justify project initiatives that
financially impact an organization. The ROI on the proposed project interventions outweighs
wasted facility costs due to complications from patient immobility (IHI, 2018). The CMS
estimated that each hospital-acquired pressure ulcer added $43,810 in treatment and hospital stay
costs (AHRQ, 2014). The organization charges $5,532 for noninvasive detection of acute venous
thrombosis (DVT) and $3,028 per day for a semi-private room and board (Office of Statewide
Health Planning and Development, 2021). The cost-benefits of the mobility interventions can be
compared to the LOS, pressure ulcer treatment, and imaging test for DVT. If the proposed
project costs an estimated $2,000, the organization can save $51,000 by preventing one pressure
ulcer, noninvasive imaging test, and an extra day of LOS. The initiative improves patient care,
safety, and experience and prevents avoidable costs. This project is a low-cost initiative, but it
may result in high-value and offer a substantial ROI.
Intervention
Although studies have demonstrated the value of structured early mobility programs, data
indicate that prolonged bed rest among hospitalized older adults is unacceptably high. Notable
barriers, including lack of awareness and mobility culture, staff knowledge, lack of support or
staff buy-in, inadequate staff, and time constraints, have prevented the increase in patient
mobility (Dubb et al., 2016). Once barriers are identified, the CNL and team staff can develop
and implement simple, adaptable mobility change interventions that will encourage patients to
get out of bed and ambulate.
Three core and evidence-based interventions were utilized in the project: (a) reassess and
reinforce 1:1 staff education on the positive impact of early mobility for both patient and
organization outcomes, (b) post daily ambulation goals and ambulation reminders inside the
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patient’s room on the whiteboard, and (c) provide an education intervention to patients about the
benefits of getting out of bed, walking, and moving around safely.
Providing 1:1 staff education creates interactive learning experiences, while focusing on
individual needs, and personalizing conversation emphasizes the importance of mobility
intervention (Holroyd-Leduc et al., 2019). Posting visual cues keeps the patient focused and
reminds them to ambulate (Claytor, 2020). Patient education plays the role of creating patientcentered care and empowering them to take ownership of their health and well-being (HELP,
2021). Shifting perceptions of bedrest are believed to facilitate the process of healing and help
the patient to recuperate (Growdon et al., 2017), but it is also essential to recognize the potential
harm of confining patients to bed. Furthermore, the collaboration and engagement of
multidisciplinary team members, including patients, will ensure that all patients receive the
interventions, ultimately achieving the target patient AMM score. The positive impact of
mobility interventions aligns with the organizational mission to provide high-quality care
management services and improve both health and financial outcomes.
Study of the Intervention
A well-structured measurable date and clear objectives can shed light on the complicated
process of evaluating interventions. It is important to have reliable measurements to determine if
selected interventions are working or need to be changed, such as using the PDSA worksheet
cycle to assess whether early mobility interventions improve AMM scores. This project will
perform at least three PDSA cycles, and interventions will be measured in quantitative form.
Each PDSA cycle will be implemented and evaluated over a 2-week interval to capture each
intervention’s impact. The PDSA cycles include 1:1 education staff, post-mobility goal
reminders, and patient education. The quantitative data will be obtained from the HealthConnect
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mobility scores. The first PDSA cycle started in August 2021, and the last PDSA cycle was
completed in October 2021 (see Appendix I).
The run chart was selected for simplicity and displays the impact of the mobility
interventions calculated by the organization HealthConnect electronic health record (EHR)
platform. The AMM scores are readily available through the EHR to evaluate mobility
interventions. The scores can be displayed daily, weekly, or monthly. However, in this project,
AMM scores are analyzed and evaluated weekly to monitor the project’s progression. Each data
point on the run chart represents the mean weekly AMM scores and was compared weekly to
evaluate each PDSA cycle’s improvement. Though final evaluation of this project will be
displayed monthly, each data point on the run chart represents the mean monthly AMM
calculated by determining each month’s mean AMM scores. This allows visualization of the
overall progression of project interventions.
Family of Measures
The measurement provides feedback on whether changes in the processes make a
difference in patient care delivery outcomes. Establishing a family of measures gives data to
support improvement goals. The outcome, process, and balancing measures are identified on the
Project Charter objective feedback form (see Appendix I). The AMM score was selected as an
outcome measure. The outcome measure aims to meet regional benchmark AMM scores of 4.8
or above. The process measures track information to improve the percentage of team members
who receive an educational intervention. The optimal target rate of process measures was 80% of
the team members to improve AMM score. The balancing measures represent data to determine
that the QI project does not negatively impact patient safety. Falls were included as a balancing
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measure to evaluate the number of patients who fell during hospitalization. The microsystem
goal for the number of falls is zero.
Outcome measures data were from the Permanente Medical Group (TPMG) Consulting
Services Daily Mobility Reports. All data reports for process and balancing measures will be
extracted from the EHR HealthConnect, quality department, and assistant nurse manager
(ANM). The results of all the measures will be reevaluated every month to track the progress
toward the QI targets.
Ethical Implications
The American Nurses Association (ANA, 2015) describes the nursing Code of Ethics as a
guide for “carrying out nursing responsibilities in a manner consistent with quality in nursing
care and the ethical obligations for the profession” (para. 1). Nurses are expected to uphold
moral principles, such as autonomy and beneficence, and to build trusting patient-nurse
relationships, which reinforce and aid learning experiences for both patients and staff. The
autonomy enables frontline staff to preserve patients’ ethical right to refuse without interfering
with their personal decisions. Also, beneficence is not just a professional moral obligation, but
acts in the patient’s best interests. These principles will lead to the nurse-patient relationship
advocating the well-being of the patient (ANA, 2015). The mobility interventions support the
learning experience and influence collaboration and engagement towards creating a healing
environment.
One of the core Jesuit values is cura personalis—to care for the whole person in a fair
and unbiased manner (University of San Francisco, 2021). This type of project implementation
will not accomplish desired goals if CNLs fail to address the patient as a whole person and focus
just on their illness. The academic community members are upheld to “embody and foster the
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values of honesty and integrity” (University of San Francisco, 2021, para. 1). Nurse leaders have
an ethical obligation to preserve a patient’s right to self-determination and the same level of
fairness in medical and nursing care, despite the individual’s race, gender, ethnicity, or financial
ability. These values are necessary when incorporating mobility culture in clinical practices and
increasing ambulation to all patients and their unique needs during hospitalization.
A statement of non-research determination form was submitted to the University of San
Francisco School of Nursing and Health Professions Institutional Review Board (IRB). This
mobility project is considered a non-research practice project. This project has been approved as
a QI project by faculty using QI review guidelines and does not require IRB approval (see
Appendix J).
Section IV: Results
Outcomes Measure Results
The QI project to increase the microsystem's AMM scores was started in the last week of
August 2021. Ideally, initiative projects show a trend of improvement in clinical results over
time. Unfortunately, the performance of this project has only shown slight improvement of
scores and is below the target.
The CNL student provided 1:1 staff education intervention to 35 of 53 team members
(66%), below the target process measure of 80%. Several impediments were encountered during
the 1st PDSA, the 1:1 interactive learning intervention. There was not enough time to educate all
the team members considering the CNL work schedule, time constraints, and competing
priorities related to pandemic. The staffing challenges and a high number of float and travel
nurses who were not generally assigned to this microsystem unit also made it difficult to achieve
the QI target. This impacted the posting of daily visual reminders and result in walking and

IMPROVING AVERAGE MAXIMUM MOBILITY SCORES

18

patients' education. During the implementation, the number of falls was two patient falls in
September and 0 in October, which showed improvement and eventually achieved the balance
measure results, zero. Although the two falls occurred without injury, other contributing factors
such as delayed response to bed alarm and unassisted transfer from bed to chair were identified
and associated with the balancing measure of monitoring falls.
The outcome measure results allowed the CNL student to determine if mobility
interventions increased the AMM scores. This microsystem AMM scores fluctuated month-tomonth between 3.9 in September 2020 to 4.7 in September 2021. The scores were significantly
declining from 4.6 to 3.8 before the project implementation (See Appendix B). The AMM scores
trend continued to decline even after the two-week project implementation phase (see Appendix
C). The third week showed a slight increase to 0.4 AMM scores but lost what it gained a week
later. After four weeks, the AMM scores showed a positive trend of AMM scores, which
continue to carry on the October.
Based on the weekly data, the project mobility interventions have impacted patients'
mobility scores. The collected data to evaluate the specific interventions correlate to the
improvement and impact of the interventions on microsystem AMM scores, which increased
from 3.8 to 4.3 when compared between September and October 2021, a month postimplementation. The current scores are not significant enough to recommend the project because
the data is not necessarily a reliable indication at this period. The perceived roadblocks, such as
poor documentation, staff challenges, time constraints, the COVID-19 pandemic, and loss of
project urgency, formed a gap between interventions and outcome measures during the
implementation. For example, the COVID-19 patients were encouraged to bed rest, and an
increased number of isolated patients shifted patients' attention from walking. It was determined
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that achieving target goals as planned was complex and challenging due to presented barriers
(see Appendix H). Developing and implementing strategic plans to take advantage of relevant
opportunities and manage identified threats may require extended time to succeed.
Section V: Discussion
Key Findings
This project aims to promote awareness and create a culture readiness to integrate early
mobility interventions as routine medical care. Using well-structured, person-centric mobility
interventions, guided by the latest evidence-based mobility best practices, may require a delicate
combination of committed nurse leaders and maintaining a focus of primary aims to achieve
expected outcomes. The outcome results suggest it has not reached its optimal potential to make
necessary changes to improve microsystem AMM scores. Before implementing the mobility
program, unexpected events occurred when AMM scores started to trend down. During this time,
the emergence of the third wave of COVID-19 pandemic, shortage of nurses and patient care
technicians, leadership change, and priorities shifted focus to other priorities (e.g., reduce the
number of falls and clostridium difficile occurrence) contributed to incomplete project outcomes.
Furthermore, several scheduled meetings were canceled due to some leaders being unable to
attend. Patient activities were not captured and timely documentation did not occur after the 1:1
staff education. The high staff turnover disrupted the opportunity to establish a culture of change
and solidarity in staff morale, resulting in poor organizational performance. At the same time,
patients were reluctant to ambulate outside their room to avoid potential exposure to
communicable diseases. The interprofessional staff shifted focus away from patient mobility to
prevent hospital-acquired conditions (HAC) due to high infection rates despite proper prevention
and control measures.
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Lessons Learned
The data outcomes enabled CNL student to gain insight into how the QI programs are
developed and barriers to implementation. However, the challenge of truly integrating early
mobility intervention into a microsystem culture was compelling; staff teams and leaders may
have underappreciated the complexity of changing behavior regardless of the presence of a
pandemic. The value of lessons learned from this QI project is reflected in the identification of
several barriers encountered including the following:
•

Time
Allocate time and resources to maximize engagement between staff to foster an individual
and team learning experience.

•

Frequency of rounds
Competing priorities contributed to inconsistent and incomplete rounding which should
have included chart audits and documentation to ensure patients ambulation.

•

Lack of audits and related documentation in the EHR
Daily patient chart reviews to ensure accurate mobility documentation in the EHR needs to
occur promptly to reflect actual and reliable mobility scores.

•

Inconsistent team communication and appreciation
QI project leaders need to collaborate and communicate to emphasize sharing results with
the team members to foster a culture of learning and improvement; for example, during
huddles, shift reports and spontaneously. Identification and discussion of unexpected
roadblocks or challenges during implementation will help the team to anticipate and plan
to overcome obstacles. It is important to celebrate small achievements as they occur to
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reinforce progress and challenges related to metrics that matter such as weekly AMM
scores.
•

Frequency and commitment to conducting scheduled biweekly committee meetings
Scheduled biweekly mobility maximization meetings attended by project team leaders
were frequently cancelled due to competing priorities. A brief project check-in needs to
occur on a weekly basis during QI projects to maintain a sense of urgency, motivation, and
to build momentum among team leaders and staff participants.

•

Reinforcement that changing behavior is complex
The team needs to remember that failure and obstacles occur, change is complex and that
systems-oriented nurse leaders focus on problems, not people, to create a healthy, blamefree work environment and culture of improvement (Bender et al., 2019).
Conclusions
Overall, this microsystem team aimed to achieve or surpass the regional benchmark

metric for bouts on mobility resulting in minor improvements. Implementing the three mobility
interventions selected in this QI project created interactive 1:1 staff learning experiences,
provided visual cues on patients’ whiteboard that reinforced person-centered care, and
individualized patient education during rounds. These interventions promoted shared
accountability among staff and patients. The QI project also offered opportunities for
collaboration within multidisciplinary team members (including patients) to foster a highperformance unit team. Furthermore, the positive impact of evidence-based mobility
interventions fostered a culture of quality, safety, and accountability (Bender et al., 2019). A
well-planned and structured implementation of a simple and adaptable mobility program faced
barriers that made it challenging to deliver proposed outcomes. However, in the real world of
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hospital operations, any progress toward improvement in metrics that matter can be considered
valuable and worthwhile (IHI, 2021).
Promoting a culture of readiness for change and improvement is crucial to increase early
mobility as part of daily clinical routines; this culture change was derailed by high staff and
leadership turnover. Clinical Nurse Leadership does matter in QI improvement and safety
initiatives to foster a team-based approach (Claytor, 2020). Without effective leadership, team
followership will not occur (IHI, 2016). Team members naturally pay attention to what leaders
are saying and doing, which can lead to more cooperation, better communication, and effective
collaboration. The CNL student and nurse leaders tried to motivate and encourage team members
to adopt changes and inspire them to continue reaching small and achievable goals. Although
project aims were not met, the CNL student continued to collaborate and engage with
multidisciplinary team members, including patients, to maximize efforts that all patients would
received the QI project interventions. Ultimately, achieving the target patients' Average
Maximum Mobility (AMM) score requires a planned approach, top-down and bottom-up buy-in,
and more regular, productive team meetings to assess progress and change course if needed. In
summary, no QI project should be considered a waste of time if positive intent is present and
lessons are learned, As Aristotle said, "For the things we have to learn before we can do them,
we learn by doing them" (Goodreads, 2021, para. 1).
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Appendix A
Microsystem Unit Profile
Inpatient Unit Profile
A. Purpose:
Why does your unit exist? To manages wide variety of medical and surgical patients, COVID-19, and need for cardiac telemetry
Site Contact: (415) xxx-xxxx
Date: 3/16/2021
Administrative Director: LD
Nurse Director: DS
Medical Director: NK
Take a close look into your unit, create a “high-level” picture
they? What resources do they use? How do the patients view the care they receive?
Est. Age Distribution of Pts:
%
List Your Top 10 Diagnoses/Conditions
19-50 years 2
1. Pneumonia
6.
51-65 years 18
2. Heart Failure
7.
66-75 years 75
3. Renal Failure
8.
76+ years 5
4. COVID-19
9.
5.
10.
% Females
65

B. Know Your Patients:

Living Situation

%

%

Point of Entry

Married
Domestic Partner
Live Alone
Live with Others
Skilled Nursing Facility
Nursing Home
Homeless
Patient Type LOS avg.
Medical
Surgical
Mortality Rate

of the PATIENT POPULATION that you serve. Who are
Patient Satisfaction Scores
Nurses
Doctors
Environment
Pain
Discharge
% Yes
Overall
% Excellent
Pt Population Census: Do these numbers
change by season? (Y/N)
Pt Census by Hour
Pt Census by Day
Pt Census by Week
Pt Census by Year
30 Day Readmit Rate
Our patients in Other Units
Off Service Patients on Our Unit
Frequency of Inability to Admit Pt

% Always

Y/N

N
Admissions
10
Y
Clinic
5
N
ED
60
N
Transfer
35
Y
Discharge Disposition
%
Home
Home with Visiting Nurse
Range
Skilled Nursing Facility
Other Hospital
2
*Complete “Through the Eyes of Your
Rehab Facility
16
Patient”, pg 8
Transfer to ICU
25
C. Know Your Professionals: Use the following template to create a comprehensive picture of your unit. Who does what and when? Is the
right person doing the right activity? Are roles being optimized? Are all roles who contribute to the patient experience listed?
Day
Evening
Night
Weekend
Over-Time
Current Staff
Admitting Medical Service
%
FTEs
FTEs
FTEs
FTEs
by Role
MD Total
5
Internal Medicine
Hospitalists Total
1
1
Hematology/Oncology
Unit Leader Total
2
1
1
Pulmonary
PCTs Total
2
2
2
S
Family Practice
RNs Total
7
7
7
ICU
LPNs Total
Other
LNAs Total
Supporting Diagnostic Departments
Patients Total
21
19
21
Technicians Total
1
1
1
(e.g. Respiratory, Lab, Cardiology,

Unit Assistant Total

2

2

1

PCC
Social Worker
Health Service Assts.
Ancillary Staff
Do you use Per Diems?
Do you use Travelers?
Do you use On-Call Staff?
Do you use a Float Pool?

5
1
-

-

-

____x__Yes
____x__Yes
____x__Yes
______Yes

______NO
______NO
______NO
____x__NO

Pulmonary, Radiology)

Staff Satisfaction Scores
How stressful is the unit?
Would you recommend it as a good place to work?

%
% Not Satisfied
% Strongly Agree

*Each staff member should complete the Personal Skills Assessment and “The Activity Survey”, pgs 10 - 12
D. Know Your Processes: How do things get done in the microsystem? Who does what? What are the step-by-step processes? How long
does the care process take? Where are the delays? What are the “between” microsystems hand-offs?
1. Create flow charts of routine processes.
Do you use/initiate any of the following?
# Rooms
Capacity
# Beds___24__
__19___
a) Overall admission and treatment process
Check all that apply
b) Admit to Inpatient Unit
 Standing Orders/Critical Pathways
# Turnovers/Bed/Year ______
c) Usual Inpatient care
 Rapid Response Team
d) Change of shift process
 Bed Management Rounds
Linking Microsystems
e) Discharge process
 Multidisciplinary/with Family Rounds
(e.g. ER, ICU, Skilled Nursing Facility )
f) Transfer to another facility process
 Midnight Rounds
g) Medication Administration
 Preceptor/Charge Role
h) Adverse event
 Discharge Goals
2. Complete the Core and Supporting Process Assessment Tool, pg 14

E. Know Your Patterns:
•
•
•

What patterns are present but not acknowledged in your microsystem? What is the leadership and social pattern?
How often does the microsystem meet to discuss patient care? Are patients and families involved? What are your results and outcomes?
•
What have you successfully changed?
Does every member of the unit meet
•
Do the members of the unit regularly
regularly as a team? Yes
•
What are you most proud of?
review and discuss safety and reliability
issues? Yes
How frequently? Monthly
•
What is your financial picture?
What is the most significant pattern of variation?
*Complete “Metrics that Matter”, pgs 20 & 21
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Appendix B
Unit SRF4MS Average Maximum Mobility (AMM) Monthly

Note: The information above is provided by The Permanente Medical Group (TPMG) Consulting
Services, 2021
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Appendix C
Unit SRF4MS Average Maximum Mobility (AMM) Weekly

Note: The information above is provided by The Permanente Medical Group (TPMG) Consulting
Services, 2021
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Appendix D
Daily Mobility Report Instructions
. Report Contents
a.
Access via Patient Mobility Web portal: https://qos.kp.org/PatientMobility
b.
"Daily Report" tab contains patient-level data that can be filtered by unit, or by patient
c.
"Graphs" tab contains visualizations; one unit per tab
d.
Summary M/S, MST, and Summary ICU tabs: contains monthly and month-to-date summaries.
2 Graphs Tabs: Unit-level visualizations, monthly, and month-to-date summaries. Time on Unit
a.
0-6 .99 hours: 0 bouts expected
b.
7-16 .99 hours: 1 bout expected
c.
17+ hours: 2 bouts expected
d.
Permissive inclusion: bouts not expected but exceeding level of care targets are included
e.
The "clock" starts over when a patient is transferred between units

1

3

4

5

6

7

. Exclusions
a.
Patients listed as "brain dead"
b.
Comfort care
c.
Emergency" patient class
d.
"Deceased-Organ Donor" patient class
e.
ICU patient days with a paralytic infusion
. Highest Achieved Score
a.
Day Prior: Up to two highest mobility bouts are included; both activity name and score are shown
b.
4 Day Lookback: the highest mobility achieved for the 4 days prior are shown
c.
Score 0 (no documented active mobility, non-active mobility (PROM, resting in bed),
documentation of a “null” level activity
d.
Not applicable (mobility bout not expected, patient not on the unit, patient excluded
. Visualizations
a.
Stacked-Bar Distribution: % distribution of daily highest achieved mobility (up to two bouts)
b.
Trend Lines: Average Max Mobility Score and Percent Mobilized (ICU only)
c.
Run chart: Monthly and month-to-date avg max mobility and ICU percent mobilized for one
year
. Mobility Measure Definitions
a.
Average Maximum Mobility: Average of (up to two) maximum documented bouts of activity
b.
Percent Mobilized (applicable to ICU only): Percentage of patients with documented active
mobility
. Highest Level of Mobility Scale

Note: The information above is provided by The Permanente Medical Group (TPMG) Consulting
Services, 2021
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Appendix E
Evaluation Table

Study
Agency for Healthcare Research and Quality
(2017). About the national quality strategy.
https://www.ahrq.gov/workingforquality/about/ind
ex.html

Design
Consensus
guideline

Sample
None

Outcome/Feasibility
Provides strategies for QI aligned with Triple Aim
and focuses on six priorities as a guide to improve
quality care.

Evidence
Rating
IV A

Useful for current clinical quality measures
(hospital-acquired conditions/patient safety), aims,
and setting priorities.
American Association of Colleges of Nursing.
(2021). The essentials: Core competencies for
professional education.
https://www.aacnnursing.org/Portals/42/Academic
Nursing/pdf/Essentials-Final-Draft-2-18-21.pdf

Consensus
guideline

None

Provides competencies for CNL practice.

IV A

Brown, C. J., Foley, K. T., Lowman, J. D.,
MacLennan, P. A., Razjouyan, J., Najafi, B.,
Locher, J., & Allman, R. M. (2016). Comparison
of posthospitalization function and community
mobility in hospital mobility program and usual
care patients. JAMA Internal Medicine, 176(7),
921–927.
https://doi.org/10.1001/jamainternmed.2016.1870

Randomized
controlled trial

100
patients 65
years or
older

Uses as a reference from mobility program
intervention did not affect patient ADL function.
However, the mobility intervention enabled
patients to maintain their prehospitalization
community mobility; whereas, those in the usual
care group experienced clinically significant
declines.

II C

Centers for Disease Control and Prevention. (2018,
November 5). Healthcare-associated infections.
HAI data.
https://www.cdc.gov/hai/data/index.html

Consensus
guideline

None

Uses as reference for HAI tracking system
provides facilities, states, regions, and the nation,
with data needed to identify problem areas,
measure the progress of prevention efforts, and
ultimately eliminate HAIs.

IV A
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Design
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32

Outcome/Feasibility

Evidence
Rating

Centers for Medicare & Medicaid Services.
(2020b, July 21). Hospital-acquired conditions.
https://www.cms.gov/Medicare/QualityInitiatives-Patient-Assessment-Instruments/ValueBased-Programs/HAC/Hospital-AcquiredConditions

Consensus
guideline

None

Uses as reference for HAC Reduction Program
assists hospitals to improve patient safety and
reduce the number of conditions people experience
from their time in a hospital.

VA

Centers for Medicare & Medicaid Service. (2020a,
February 11). Hospital-acquired condition
reduction program.
https://www.cms.gov/Medicare/Medicare-Fee-forService-Payment/AcuteInpatientPPS/HACReduction-Program

Consensus
guideline

None

Provides detailed information HAC Reduction
Program data.

VA

Claytor, K. (2020). Improving patient mobility.
MEDSURG Nursing, 26(6), 371–394.

Quality
improvement

None

Provide a framework to enhance patient mobility
by focusing on communication, staff, and patient
motivation.

VA

Useful strategies to motivate staff and engage with
patients on promoting a culture of early mobility
by using excellent communication and
collaboration.
Correa-de-Araujo, R. (2016). Evidence-based
practice in the United States: Challenges, progress,
and future directions. Health Care for Women
International, 37(1), 2–22.
https://doi.org/10.1080/07399332.2015.1102269

Expert opinion

None

Provides five stages of a comprehensive and
practical model approach to ensure the project is
adapted and tailored to microsystem needs.

VA

Dubb, R., Nydahl, P., Hermes, C., Schwabbauer,
N., Toonstra, A., Parker, A. M., Kaltwasser, A., &
Needham, D. M. (2016). Barriers and strategies for
early mobilization of patients in intensive care
units. Annals of the American Thoracic Society,
13(5), 724–730.
https://doi.org/10.1513/annalsats.201509-586cme

Literature
review

None

Guides how to identify barriers to early
mobilization and discusses strategies to overcome
such barriers.

VA
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Design

Growdon, M. E., Shorr, R. I., & Inouye, S. K.
(2017). The tension between promoting mobility
and preventing falls in the hospital. JAMA Internal
Medicine, 177(6), 759–760.
https://doi.org/10.1001/jamainternmed.2017.0840

Expert opinion

Holroyd-Leduc, J., Harris, C., Hamid, J. S.,
Ewusie, J. E., Quirk, J., Osiowy, K., Moore, J. E.,
Khan, S., Liu, B., & Straus, S. E. (2019). Scalingup implementation in community hospitals: A
multisite interrupted time series design of the
mobilization of vulnerable elders (MOVE)
program in Alberta. BMC Geriatrics, 19, Article
288. https://doi.org/10.1186/s12877-019-1311-z

Quasiexperimental
study

Hospital Elder Life Program. (2021). The mobility
change package and toolkit.
https://www.hospitalelderlifeprogram.org/forclinicians/mobility-change-package/

Consensus
guideline

Sample
None
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Outcome/Feasibility
Provides information on the national epidemic of
immobility to hospitalized patients due to strict
prevention of falls that can lead to harm or injury.

Evidence
Rating
VA

Useful for validation of promoting mobility in the
hospitals while preventing falls and decreasing
usage of bed or chair exit alarms.
3,601
patients

The study was conducted to replicate the results of
the Mobilization of Vulnerable Elders (MOVE)
program. The study demonstrated that a simple
adaptable change intervention improved
mobilization among older hospitalized patients in
four community hospitals.

II A

Useful for improving mobilization rates to
hospitalized patients and decreasing LOS by using
evidence-informed early mobilization intervention.
None

Provides the mobility change and package and
toolkit to provide a conceptual framework,
roadmap, and step-by-step guide to implement a
mobility program.

IV A

Helpful in developing mobility QI programs.
Institute for Healthcare Improvement. (2021).
Quality improvement essentials toolkit.
http://www.ihi.org/resources/Pages/Tools/QualityImprovement-EssentialsToolkit.aspx?utm_campaign=QI-ToolkitPromotion

Consensus
guideline

None

Provides Quality Improvement (QI) Essentials
Toolkit
Useful for QI tools, templates, and strategies for
implementation of QI projects.

IV A
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Study

Design

Sample

34

Outcome/Feasibility

Evidence
Rating

Institute for Healthcare Improvement. (n.d.). The
science of improvement on a whiteboard!
http://www.ihi.org/education/IHIOpenSchool/reso
urces/Pages/BobLloydWhiteboard.aspx

Consensus
guideline

None

Provides QI short videos from Deming’s System
of Profound Knowledge to the PDSA cycle to run
charts.

IV A

Ji, W., McKenna, C., Ochoa, A., Ramirez Batlle,
H., Young, J., Zhang, Z., Rhee, C., Clark, R.,
Shenoy, E. S., Hooper, D., & Klompas, M. (2019).
Development and assessment of objective
surveillance definitions for nonventilator hospitalacquired pneumonia. JAMA Network Open, 2(10),
e1913674.
https://doi.org/10.1001/jamanetworkopen.2019.13
674

Cohort study

310,651
patients

Provide reference operational surveillance using
electronic health record system for nonventilator
hospital-acquired pneumonia (NV-HAP).

VA

Kaiser Family Foundation. (2021). Hospital
adjusted expenses per inpatient day.
https://www.kff.org/health-costs/stateindicator/expenses-per-inpatientday/?currentTimeframe=0

Consensus
guideline

None

Provide information for an estimate of expenses
incurred by the hospital to provide a day of
inpatient care.

VA

Lorgunpai, S. J., Finke, B., Burrows, I., Brown, C.
J., Rubin, F. H., Wierman, H. R., Heisey, S. J.,
Gartaganis, S., Ling, S. M., Press, M., & Inouye,
S. K. (2020). Mobility action group: Using quality
improvement methods to create a culture of
hospital mobility. Journal of the American
Geriatrics Society, 68(10), 2373–2381.
https://doi.org/10.1111/jgs.16699

Quality
improvement

42 hospitals

The results indicate that successful implementation
of mobility programs was achieved at most (76%)
participating sites in medical, surgical, and
intensive care units.

VA

Useful for developing a conceptual framework,
road map, and step-by-step guide to enable
mobility teams to implement mobility programs,
which adapted the IHI approach.
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Design

Montgomery, C. D., Pereira, D. E., Hatcher, J. B.,
Kilbury, D., Ballance, S., Bradham, T., Duggan,
M. C., & Welch, S. A. (2021). Improving the
assessment and documentation of patient mobility
using a quality improvement framework. Geriatric
Nursing, 42(2), 325–330.
https://doi.org/10.1016/j.gerinurse.2021.01.002

Quality
improvement

Mudge, A. M., McRae, P., McHugh, K., Griffin,
L., Hitchen, A., Walker, J., Cruickshank, M.,
Morris, N. R., & Kuys, S. (2016). Poor mobility in
hospitalized adults of all ages. Journal of Hospital
Medicine, 11(4), 289–291.
https://doi.org/10.1002/jhm.2536

Quality
improvement
(Prospective
observational
study)

Sample
None

35

Outcome/Feasibility
The project found that the mobility documentation
rate reached 79%, exceeding the goal of 75%, by
using PDSA cycles to improve mobility
documentation rates.

Evidence
Rating
VB

Helpful in improving documentation rates using
PDSA cycles.
132
patients

The study found that patients spent only 9% in
active upright postures, with significantly lower
mobility on the medical-surgical unit, but no
significant differences between older and younger
patients.

VB

Useful for reference in that medical and surgical
unit patients spent 84% of the time in or on the
bed, and only 16% of the time sitting in chair or
active upright postures.
Ni, C., Wang, Z., Huang, Z., Zhou, H., Fu, L., Cai,
H., Huang, X., Yang, Y., Li, H., & Zhou, W.
(2018). Early enforced mobilization after liver
resection: A prospective randomized controlled
trial. International Journal of Surgery, 54, 254–
258. https://doi.org/10.1016/j.ijsu.2018.04.060

Prospective
randomized
controlled trial

120
patients

The study found that early ambulation after liver
resection is safe and feasible. It can reduce the
patient's pain and economic burden, increase the
patient's comfort, reduce the nursing workload,
achieve rapid recovery, and improve patient
satisfaction.

IB

Helpful in supporting evidence that early
ambulation improved physical function strength,
well-being, and LOS.
Office of Statewide Health Planning and
Development. (2021). Hospital chargemasters.
https://oshpd.ca.gov/data-and-reports/costtransparency/hospital-chargemasters/

Consensus
guideline

None

Pricing information reflects hospital charges and
comparisons between hospitals’ lists of charges for
outpatient procedures.

VA
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Study

Design

QSEN Institute. (2012). Graduate QSEN
competencies.
https://qsen.org/competencies/graduate-ksas/

Consensus
guideline

Teodoro, C. R. (2016). STEP-UP: Study of the
effectiveness of a patient ambulation protocol.
MEDSURG Nursing, 25(2), 111–116.

Randomized
controlled trial
(RCT)

Sample
None

36

Outcome/Feasibility
Provides quality and safety competencies to CNL.

Evidence
Rating
IV A

Useful for resources on patient-centered care,
teamwork and collaboration, evidence-based
practice (EBP), quality improvement (QI), safety,
and informatics.
48 patients

The trial demonstrated the significance of
including patients in reaching desired patient
mobility outcomes.
Helpful in developing educational materials about
the importance of mobility and keeping patients
engaged with the ambulation program. The
program components included a 2.5-minute
ambulation video, establishing daily ambulation
goals, and receiving ambulation reminders.

IB
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Conceptual Model

Note: Stevens (2013)
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Appendix G
Process Map

Note: Information provided by Hospital Elder Life Program, 2021
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SWOT Analysis
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Appendix I
Project Charter
Project Charter: Mobility Matters: Improving Average Maximum Mobility (AMM) Scores in a
Medical-Surgical Telemetry Unit
Global Aim: To reduce complications of immobility by 75% within 3 months.
• Hospital-acquired pneumonia (HAP)
• Hospital-acquired pressure injury
• Development of deep vein thrombosis (DVT)
Specific Aim: By October 15, 2021, the patient’s Average Maximum Mobility (AMM) score
will increase from a baseline of 4.0 to 5.0 in a medical-surgical telemetry unit.
Background: There has been a national crisis of immobility in hospitalized patients. Patients are
not encouraged to get out of bed, and staff have not prioritized mobility as an intervention
(Claytor, 2020). According to Growdon et al. (2017), lack of physical activity could increase the
risk of complications associated with immobility. Holroyd-Leduc et al. (2019) found that 33% of
hospitalized aged 65 and older patients develop a new onset of physical disability, and 50% of
them will not return to a prior level of function during their stay. Several studies report
convincing supporting data that well-structured mobility interventions have been found to
improve functional ability, lessen institutionalization, reduce falls, shorten the length of stay
(LOS), increase discharges to home, and reduce organizational cost (Growdon et al., 2017;
Holroyd-Leduc et al., 2019; Larsen et al., 2019; Liu et al., 2017). The interdisciplinary healthcare
provider team, including the patient, must activate early with consistent physical movement to all
patients to improve functional ability and well-being (Brown et al., 2016).
Sponsors
Clinical Adult Services Director
Clinical Nurse Manager Med/Surg/Tele

LD
DS

Goals: To decrease hospital costs, shorter lengths of stay, fewer events related to hospitalacquired pneumonia (HAP), falls, lower readmission rates, and to improve overall patients’
functional ability.
Measures
Measure
Outcome
Average Maximum Mobility
(AMM)
Process
1:1 staff educational
engagement
Balancing

Data Source

Target

Permanente Medical Group
(TPMG) Consulting Services
Daily Mobility Report

4.8 or above

Staff Participation Log

80% or above
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Falls

Quality department
Assistant Nurse Manager
(ANM)
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Team
Clinical Nurse Leader Student
Nurse Manager
Assistant Nurse Manager
Quality Nurse Consultant
Clinical & Informatics Educator
Sr. Quality Assurance Specialist
Staff Nurse
Patient Care Technician
Physical Therapy Manager
Safety Leader
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Measurement Strategy
Background (Global Aim) To reduce hospital readmission by getting hospitalized patients
walking as early as feasible to combat side effects of immobility.
Population Criteria: Patients admitted to a medical-surgical telemetry unit, except for patients
on comfort care and bed rest orders.
Data Collection Method: Data on outcome measures will be obtained from the TPMG
Consulting Services Daily Mobility Reports. All data reports for process and balancing measures
will be extracted from the electronic health record (EHR) HealthConnect, quality department,
and assistant nurse manager (ANM). The results of all measures will be reevaluated every month
to track the progress towards the QI targets.
Data Definitions
Data Element
Average Maximum Mobility (AMM)

Early mobility

Measure Description
Measure
Outcome
Average Maximum
Mobility (AMM)

Definition
Average of (up to two) maximum documented
bouts (continuous physical activities ranging
from resting in bed to ambulating) of activity,
separated by at least 2 hours, and the highest
achieved score the bay prior. Number AMM is
measure number of feet.
Refers to the patient walking around or outside
the room on foot as early and feasible.

Measure Definition

Data Collection
Source

Goal

Highest achieved
mobility scores the
day prior, up to two
highest mobility bouts
are included. The
activities are listed to
eight categories,
including
0 – No
documentation/
passive range of
motion (PROM)/
resting in bed
1 – Active range of
motion (AROM)/bed
activity/up in cardiac
chair

TPMG Consulting
Services Highest
Level of Mobility
Daily Report

4.8 or above
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2 – Sitting at the edge
of the bed/dangle
3 – Stand/transfer/
stood at bedside/up to
commode/up in chair
4 – Ambulated 1-20
feet
5 – Ambulated 21-100
feet
6 – Ambulated 101200 feet
7 – Ambulated over
201 feet
Process
Reassess and
reinforce 1:1 staff
education

Balancing
Falls

Educate staff positive
impact of early
mobility
N= number of staff
participant with 1:1
staff education
D=Total number of
staff in the unit

CNL student log

80% or above (43 of
53 team members)
participate with 1:1
staff education

Measure the number
of falls experienced by
patients participating
in the mobility project.
.

Quality department
EHR HealthConnect
audit and review
assistant nurse
manager (ANM)

0
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Appendix J
Statement of Non-Research Determination Form
Student Name: Marlon de Vera
Title of Project: Mobility Matters: Improving Average Maximum Mobility (AMM)
Scores in a Medical-Surgical Telemetry Unit
Brief Description of Project: To increase Average Maximum Mobility (AMM) score to
hospitalized patients.
A) Aim Statement: By October 15, 2021, the patient’s Average Maximum Mobility
(AMM) score will increase from a baseline of 4.0 to 5.0 in a medical-surgical telemetry
unit.
B) Description of Intervention:
▪ Reassess and reinforce 1:1 staff education on the positive impact of early mobility
for both patient and organization outcomes.
▪ Post daily ambulation goals and ambulation reminders inside the room on the
patient’s whiteboard.
▪ Provide an education intervention to patients and families about the benefits of
getting out of bed, walking, moving around safely.
C) How will this intervention change practice? Developing simple adaptable
mobility change interventions that can be incorporated into daily clinical practices will
encourage patients to get out of bed and ambulate. The collaboration and engagement
of multidisciplinary team members, including patients, will ensure that all patients
receive the interventions, ultimately achieving the target patients' Average Maximum
Mobility (AMM) score. The positive impact of mobility interventions is aligned with
the organizational mission to provide high-quality care management services and
improve both health and financial outcomes.
D) Outcome measurements: Average Maximum Mobility (AMM) score – an average
of (up to two) highest mobility bouts (continuous physical activities ranging from
resting in bed to ambulating) performed and documented the day prior.

To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the
criteria outlined in federal guidelines will be used:
(http://answers.hhs.gov/ohrp/categories/1569)

☐ This project meets the guidelines for an Evidence-based Change in Practice Project as
outlined in the Project Checklist (attached). Student may proceed with implementation.
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☐This project involves research with human subjects and must be submitted for IRB approval
before project activity can commence.
Comments:
EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST *
Instructions: Answer YES or NO to each of the following statements:
Project Title: Mobility Matters: Improving Average Maximum Mobility

YES

NO

(AMM) Scores in a Medical-Surgical Telemetry Unit
The aim of the project is to improve the process or delivery of care with
established/ accepted standards, or to implement evidence-based change. There is
no intention of using the data for research purposes.
The specific aim is to improve performance on a specific service or program and is
a part of usual care. ALL participants will receive standard of care.
The project is NOT designed to follow a research design, e.g., hypothesis testing
or group comparison, randomization, control groups, prospective comparison
groups, cross-sectional, case control). The project does NOT follow a protocol that
overrides clinical decision-making.
The project involves implementation of established and tested quality standards
and/or systematic monitoring, assessment or evaluation of the organization to
ensure that existing quality standards are being met. The project does NOT
develop paradigms or untested methods or new untested standards.
The project involves implementation of care practices and interventions that are
consensus-based or evidence-based. The project does NOT seek to test an
intervention that is beyond current science and experience.
The project is conducted by staff where the project will take place and involves
staff who are working at an agency that has an agreement with USF SONHP.
The project has NO funding from federal agencies or research-focused
organizations and is not receiving funding for implementation research.
The agency or clinical practice unit agrees that this is a project that will be
implemented to improve the process or delivery of care, i.e., not a personal
research project that is dependent upon the voluntary participation of colleagues,
students and/ or patients.
If there is an intent to, or possibility of publishing your work, you and supervising
faculty and the agency oversight committee are comfortable with the following
statement in your methods section: “This project was undertaken as an Evidencebased change of practice project at small community hospital and as such was not
formally supervised by the Institutional Review Board.”

YES

YES
YES

YES

YES

YES
YES
YES

YES

ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an
Evidence-based activity that does NOT meet the definition of research. IRB review is not
required. Keep a copy of this checklist in your files. If the answer to ANY of these questions
is NO, you must submit for IRB approval.
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*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human
Research Committee, Partners Health System, Boston, MA.

STUDENT NAME (Please print): Marlon de Vera
________________________________________________________________________
Signature of Student: Marlon

de Vera

DATE: 7/5/2021

SUPERVISING FACULTY MEMBER NAME (Please print): ______
Cathy Coleman______________________________________________________
Signature of Supervising Faculty Member _____________

_________________________________________DATE__7/2021 __________

